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vertebral disease, and the question of surgical interference. Dis¬ 
similar as these two points appear to be, they have some bearing, 
one upon the other, inasmuch as the early appearance of disso¬ 
ciated sensation should not only arouse the suspicion of vertebral 
disease, but inasmuch as this dissociated sensation is clearly a root 
symptom and points to the compression of these roots, cither by 
the disorganized bony tissue or by an independent exudate, and 
inasmuch as these symptoms have often been observed long before 
the paralysis has bceome complete and before vesical or rectal 
symptoms have appeared, they are evidently prominent symptoms 
of a period at which surgical interference, if practicable at all, 
would be more beneficial than at a later period at which the presence 
of bladder and rectal symptoms, of complete paralysis, possibly of 
bedsores, or of market! kyphosis, show that the bony process has 
not only advanced to an alarming degree, but that it has impinged 
upon the spinal cord substance itself and has actually caused 
destruction of spinal cord tissue. When that stage has been reached 
operative interference will, of course, be of little avail. 

In conclusion, let me urge that more attention be paid to the 
vertebral column, and that if, particularly with the assistance of 
the ar-ray, a well circumscribed focus of bone tissue can be recog¬ 
nized, the surgeon shall attempt to get at the lesion. If the disease 
be in the body of the vertebra* the attack will not be an easy one, 
but this is a matter of technique which the surgeon must solve. 
The danger of general tuberculous infection, which was so great a 
factor in former days, should not play the important part it once did. 


SPONTANEOUS INTRAPERITONEAL HEMORRHAGE. 

By John \Y. Churchman, M.l)., 

roirn CULT RESIDENT BURGEON AT THE JOHNft HOPKINB III >3 PITA I- IIALTIUOIIE. 

The large amount of work now being done on the chemistry and 
blood-pathology of the hemorrhagic diseases, has awakened lively 
interest in their clinical features as well. The patient here reported 
presented a form of spontaneous hemorrhage certainly very rare, 
possibly unique. All the usual causes of intra-abdominal hemor¬ 
rhage were absent, and no definite origin for the bleeding could he 
found. There is some justification for regarding the case as a rare 
manifestation of the hemorrhagic disease; but the data are not 
sufficient for its positive inclusion in this clinical group. 

The patient was a man, aged forty-eight years, who for twelve 
years had suffered from obstinate constipation, accompanied by 



820 


churchman: intrapeuitoneal hemorrhage 


dull, heavy discomfort in the stomach. His previous history' was 
otherwise negative. There was no history of bleeding in the family. 

He was brought to the hospital in a serious condition, suffering 
from great abdominal pain. The onset of the illness had been with 
sudden acute abdominal pain about the umbilicus, four day's pre¬ 
viously. There was no nausea at the onset, nor had there been any 
since, though the patient vomited once, on the day' of admission, 
after taking some tea. The bowels had not moved since the onset 
of his illness and there had been slight pain on urination. The 
abdominal pain was general; and had been constantly'increasing 
since the onset. No history of injury could be obtained. The 
temperature was 101.5°, pulse 120, leukocytes 15,500. An enema 
was given in the ward on admission, and a large, constipated 
stool resulted. 

The abdomen was generally and quite markedly distended, and 
moved but slightly with respiration; in the right iliac fossa it 
was held almost stationary. There was general abdominal tender¬ 
ness. This was greater in the lower than in the upper half of the 
abdomen, most marked in the right iliac fossa, and very acute at 
McBurney’s point. There was marked muscle spasm in the right 
iliac fossa; spasm was also present, but much less marked, on the 
left side. The outlines of the distended intestinal coils could be 
seen lying transversely across the abdomen, but no visible peris¬ 
talsis was observed. No masses were anywhere felt. On percus¬ 
sion, the abdomen was everywhere tympanitic, except in tile left 
flank, where the note was impaired. The impaired note reached 
forward to the level of the anterior superior spine and moved about 
two finger-breadths with shifts in the patient’s position. 

On rectal examination, resistance and tenderness were made out, 
and a mass felt which w as thought to be in the wall of the rectum. 

The signs were those of peritoneal inflammation, with fluid in 
the peritoneal cavity; and the case was regarded as one of peritonitis, 
in spite of the rather unusual history. The almost complete ab¬ 
sence of nausea and vomiting were particularly striking, though I 
have observed three cases of appendiceal peritonitis during the 
past year, one of them a general peritonitis, in which all symptoms 
on the part of the gastro-intestina! tract were wanting. Intra- 
peritoncal hemorrhage was not considered in this patient. 

An exploratory laparotomy was done through a right rectus 
incision. On opening the peritoneal cavity, a large quantity of 
free blood escaped. The intestines were much distended, but the 
fresh blood was without odor, the serous coat of the bowel glistened 
almost in the normal way, and there was no sign of pus anywhere. 
A large amount, probably a liter, of blood was mopped out, and a 
systematic search made for the source of the hemorrhage. Liver, 
spleen, stomach, and kidneys were normal; and there was no 
evidence of abdominal aneurysm. There were numerous clots in 
the pelvis. 
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The patient was somewhat shocked by the operative manipula¬ 
tions and a rapid closure without drainage was done. He died 
about three hours later. 

At autopsy, some fluid blood was found in the peritoneal cavity, 
but bleeding had evidently not continued since the operation. 
The operative manipulations had resulted in an early traumatic, 
general adhesive peritonitis, the intestinal serosa having lost its 
gh'ster and the blood dots being loosely stuck to the bowel. 

No source of the hemorrhage could be found. The solid organs 
were normal except for old, firm adhesions about the spleen. Near 
the cardiac orifice, the gastric mucosa was discolored by injection 
of the fine capillaries and by small, dark red ecchvmotic spots. 
Similar areas were seen near the pylorus, and there were a fen- 
small ecdiymoses in the large intestine. 

On the serous surface of the bowel, about eight inches above the 
anus, there was an oval, dark purplish mass, measuring about 
3 by 2 cm., evidently a hematoma in the bowel wall. Micro¬ 
scopically, sections of the intestine showed antemortem clots on 
the serous surface. The subserous vessels were widely dilated. In 
places there were hemorrhages between the muscular coats and 
the serosa. „ 

Hemorrhages into the joints are common in “hemophilia; and 
other serous cavities are mentioned in the text books, in a casual 
way, as rare sites for similar bleeding. But reports of sudi occur¬ 
rences recognized during life, I have been unable to find; and the 
condition must be extremely rare. At autopsy, intrapleural and 
intraperitoneal hemorrhage are occasionally found in the so-called 
hemophilia neonatorum, and there is experimental evidence for the 
belief that spontaneous intraperitoneal hemorrhage does occur in 
the “hemorrhagic disease.” In the Hunterian Laboratory of the 
Johns Hopkins Medical School, fatal spontaneous intraperitoneal 
hemorrhage has been observed by Wliipplc and Sperry 1 in dogs, in 
which the hemorrhagic disease had been artificially produced by 
chloroform poisoning. In these dogs, however, a hemorrhagic liver, 
which presented bloody blebs on its surface, was regarded as the 
source of the hemorrhage. 

In a fairly complete search of the literature of recent years I 
have been unable to find a case identical with the one here reported. 
Mention, however, should be made of two somewhat similar cases. 

Peck* reported a case of so-called hemorrhagic hepatitis with 
intra-abdominal bleeding. The patient, a man, aged twenty-three 
years,hod awakened suddenly two days before admission with a sharp 
stabbing pain in the region of the gall-bladder. Headache and con¬ 
stipation were present, but no nausea, vomiting, or cough. The tem- 


i Johns Hopkins Hospital Hulk-tin, September. 
* Annals of Sursery. 1905. Isii. 597. 
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perature 103°, tlie pulse 112, the respirations 30, and the leukocytes 
1-1,000. Rigidity and tenderness were present throughout the abdo¬ 
men. The abdominal pain left as suddenly as it had appeared, but 
tenderness in the right hypochondrum persisted. The symptoms 
subsided, however, and the patient was kept under observation. 
Nine days after the onset a diagnosis of appendicitis was made and 
operation performed. A mild plastic general peritonitis was present, 
and the abdomen was found to be full of blood. The upper surface 
of the liver was adherent throughout to the diaphragm and its 
lower surface to the colon and mesocolon. It was uniformly en¬ 
larged. Its under surface was soft, spongy, and oozed with the 
slightest handling. This was regarded as the source of the abdo¬ 
minal hemorrhage and the case was reported, purely by way of 
description, as one of toxic hemorrhagic hepatitis. 

Barber 3 has reported an intraperitoneal hemorrhage in a woman 
following labor. 

Shortly after the normal birth of a normal child, symptoms of 
internal hemorrhage appeared, the onset following a “sudden 
sense of something snapping in the lower part of the back.” Abdo¬ 
minal distention became marked, the pulse elevated, and a laparo¬ 
tomy was done. The peritoneal cavity was found full of fresh 
and clotted blood, for which no source could be made out. The 
ease was, however, most probably a traumatic one and the hemor¬ 
rhage due to some injury to the pelvic vessels during labor. 

The case here reported, the case of Peek, and the observation 
on dogs suggest the possibility that intraperitoneal hemorrhage may 
be a feature of the hemorrhagic disease. In future cases careful 
blood studies should be made with reference to this point. 


A CONSIDERATION OF SOME NON-TUBERCULOUS LUNG 
INFECTIONS . 1 

By George H. Evans, M.D., 

VISITING MITMCIAN, HT. LUKL’b IIOHI'ITAL. BAN FRANCIOCO. 


With the advent of modern clinical and laboratory aids to the 
diagnosis of diseases of the chest, a reasonable popular demand has 
arisen for the earlier recognition of lung diseases. This demand is 
so insistent, the necessity of recognizing lung conditions while in 
a curable stage is so obvious, that the position of lung specialist 
has rightly assumed an important place in the field of medical 
achievement. Today, particularly in Europe, the tuberculosis 


1 British Medical Journal, July -I. 1900. p. 203. 

1 l<ecturr given In-fore tlir Oakland College of Medicine and Surgery, February 27, 1911. 
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specialist occupies a justly imposing position, which increases in 
importance with the growing success attained in the earlv recogni- 
tion and successful treatment of this malady. " g 

Ins •!ri° f thl ;V P |° g - reS f’ ho "'f' er - as "' ,1S to' be expected, a danger 
has arisen. Biological tests have been unscientifieallv applied and 
loosely interpreted in order to attain short cuts to diagnosis. Slip¬ 
shod laboratory work has been accepted in place of painstaking 
im estigation, with inevitably disastrous results to the diagnostician’ 

nf the Cat prev u -r ce ° f t V bc,reulosls . together with the knowledge 
f the responsibility resting upon tile practitioner, to the effect 
that he is expected to recognize this disease in its incipience, has 
frequently caused him to overlook the relation which the physical 
Pif is an<1 . s -' m Pt»ms bear to conditions other than tuberculosis. 
Presumptive evidence of tuberculosis is too eagerly accepted, and 
the patient often sent to the sanatorium where the non-tuherculous 
nature of the malady is determined. Perchance, the error is not 
always discovered there and the subsequent history of the patient 
" P “ sta tist'cal reeorcl of cutes, the result of the 
institutional treatment of tuberculosis, which is as startling as it 
is appaicntlv satisfactory. b 

tn I J? not , des ! rc t0 dccr - v tbc forts of the general practitioner 
in * , dla 8 n oses, nor would I question the motives of those 
in control of sanatoria The work achieved in the early recognition 

Irn i IT?' tubcrclllo ;f ba * saved thousands of human beings 
from untimely graves. On the other I.and, indifference and incom¬ 
petence,which havebeen rcsponsiblefortheavoidabledeathsof manv 

w hose disease should have been earlier recognized, have justlv caused 
indignation. Far better that numbers of those non-tuherculous 
should be given the benefit of the doubt and be surrounded bv the 
lygicme influences of life in well-conducted institutions, than* that 
one who needs them should be deprived of these influences. All 
Will agree however, that the usefulness of such institutions will 
be seriously impaired unless more care in differential diagnosis is 
exercised by those who refer patients to and receive them iuto 
sanatoria. 


Before proceeding to a consideration of some of the pulmonary 
infections other than those tuberculous, it will be well to briefly 
re cr to certain physical signs due cbiefly to anatomical peculiarities, 
and frequent y found m normal individuals. JIv excuse for referring 
to these rather elementary facts is that these are the conditions 
mistaken for disease in a number of those referred to me as 
auspiciously tuberculous. 

Kelatii cly diminished resonance on percussion is usually elicited 
at the right apex. This has been variously ascribed to muscular 
development about the right shoulder, the position of the right 
lobe of the liver mechanically acting as a mute and thus modifying 
the percussion note and latent disease. .None of these suggested 



